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INTRODUCTION
O besity is neither a transmissible disease nor is it an injury; it is progressive and recurrent, and expressed as the accumulation of fat or energy as triglycerides in the adipose tissue, resulting in increased body weight, exceeding 15% or more of the optimum weight 9, 21 . It is a neurochemical disorder causing changes in the body composition. It is regarded as pandemic as it results from the interaction of biological, sociodemographic and behavioral factors. This is evident from four inquiries already performed in Brazil, in both genders, viz., the National Study of Family Expenses (ENDEF) (1974) (1975) 13 , National Health and Nutrition Survey (PNSN) (1989) 14 and the Family Budget Research (POF) and POF 2008-200916 2002-2003 15 . Between 1974 and 2009 the prevalence of overweight adults soared to almost three times in men (from 18.5% to 50.1%) and nearly twice in women (from 28.7% to 48.0%). At the same time, obesity increased by more than four-fold in men, from 2.8% to 12.4% and two-fold in women, from 8.0% to 16.9% 13, 14, 15, 16 . This reality is visible across all the regions of Brazil and is steadily increasing up to approximately the 45-54 years old group in men and the 55-64 age segment in women; after this point, the accumulation of excess weight tends to decrease 16 . Morbid obesity, body mass index greater than or equal to 40 kg/m², increased by 255% in Brazil, according to the ENDEF, PNSN and POF and, in the North between 1974 and 2003, there was an increase of 410% 16 . Obesity directly affects the quality of life, precipitating changes in the body image of a person due to excess weight, causing them to feel undervalued 24 . Costa et al., 6 observed a clear relationship between body image and binge-eating episodes in morbidly obese patients, in which the higher the frequency of binge eating the greater the concern regarding body image 16 . Binge Eating Disorder (BED / DSM IV-TR) is a syndrome involving the loss of control over the type and quantity of food consumed at least twice a week and not accompanied by compensatory behavior 1 . It is a psychopathological condition which leads to obesity early on and, more seriously, hinders the response to dietary treatment. Therefore, it necessitates greater length of time on diets 2, 19 . Due to the difficulty in achieving success after weight reduction programs, bariatric surgery has increased in popularity, and is being performed with great success. However, the concern regarding behavioral changes as a consequence of the surgery continues to remain a risk factor.
Therefore, the objective of the current study is to evaluate the association between the presence and the degree of Binge Eating Disorder, and investigate the level of the Quality of Life of the obese patients who are candidates for bariatric surgery. 
METHODS

Data collection
Sociodemographic information, as well as data on nutritional status, binge eating and quality of life were collected.
Sociodemographic data were taken from the completed medical records after consultation with the patient. This included information concerning the age in years, gender, marital status, family income in minimum wages and education.
To evaluate the nutritional status the anthropometric measurements of weight and height were ascertained. Body weight was recorded after weighing on an electronic digital scale with a maximum capacity of 300 kg, and an accuracy of 0.05 g. To measure the height was used a graduated stadiometer in accordance with Lohman technique 18 . The Body Mass Index (BMI) was calculated from the weight measured in kg/m² based on the recommendations of the Brazilian Society for Bariatric and Metabolic Surgery (2008).
Binge eating
To evaluate the possible presence of Binge Eating Disorder (BED) was used the Binge Eating Scale developed by Gormally et al. 11 and validated by Freitas et al. 10 . This involves a self-administered questionnaire, which includes 16 items and 62 statements. For each item only one statement, which best represents the individual's response, must be selected. Each statement has a score, with "0" indicating absence and "3" implying the maximum severity of BED. Finally, the points of the statements selected are added. If the final scores presented are lower than or equal to 17, the patient is considered to be without BED; scores between 18 and 26 imply those with moderate compulsion; scores greater than or equal to 27 indicate serious or grave compulsion 11 . Quality of life Preoperatively, was utilized the evaluation questionnaire, the final version of which had been developed and released in 1993 by John Ware and his team from the Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36). This had been validated by Ciconelli in 1999 in Brazil 4 . It includes 36 items divided into eight sections that help to detect the patient's state of health. It is divided into the physical (functional capacity, physical aspects, pain and general health) and mental components (vitality, social functioning, emotional aspects and mental health) 4 . It gives both a general assessment and subjective self-perception, estimating both the positive and negative points 3 . It is a self-administered questionnaire which the patient completes post consultation. The score percentage is done on a scale of 0 to 100, and the higher the score, the better the perceived quality of life 25 .
Statistical analysis
Database was constructed using Excel 2013 for Windows program and the analysis was done with the SPSS software version 20.0. To assess the normality of the continuous variables was used the Kolmogorov-Smirnov test and produced the histogram. When there was a normal distribution was performed Student t-test whereas for the other variables the Mann-Whitney test. Was used the chi-square test to assess the categorical variables. To measure the association between the variables, the level of statistical significance p<0.05 was considered.
RESULTS
This sample included 96 obese patients with a mean age of 38.15±9.6 years, a minimum of 20 years and a maximum of 69. Among them 80.2% were women (n=77), 67.7% (n=65) were married, 41% (n=39) with complete/incomplete higher education, and 77.1% (n=74) reported an income of less than four minimum salaries. Regarding their nutritional status, it was observed that 59.3% (n=57) were classified as having grade III obesity and 32.3% (n=31) were superobese, confirming the indication for bariatric surgery (Table 1) . Among the 96 patients treated at the clinic, 77 (80%) completed the Binge Eating Scale questionnaire. The final results revealed that 44.2% had Binge Eating Disorder (BED/ TCAP), 29.9% of them to a moderate level and 14.3% to a severe degree (Figure 1 ).
TCAP=Binge Eating Disorder FIGURE 1 -Binge eating according to the Binge Eating Scale -ECAP obese candidates for bariatric surgery (n=77)
Regarding the patients with and without BED, no statistically significant relationship was observed among gender, marital status, education and income. Regarding the nutritional status, however, there was a significant difference between the groups with and without BED, having grades I, II and III obesity associated with binge eating (p=0.05, Table 2 ). Regarding the quality of life, the worst scores were observed in the categories of Functional Capacity, Physical Limitations and Pain. By contrast the domain with the best result was Mental Health (Table 3) .
Among the 96 patients treated only 36 (37.5%) completed both questionnaires (Binge Eating Scale Periodic and SF-36). The distribution in the Quality of Life domain observed among the patients with and without BED showed that the group had the worst scores of quality of life; however, this difference was not statistically significant (Table 3) . (2) *For variables with normal distribution, was used the average, and no normality as the median; (1)=Mann-Whitney test; (2)=t-test
DISCUSSION
Patients with psychiatric problems -in particular mood, anxiety and psychotic disorders -are commonly considered contraindicated for bariatric surgery. However, no real accurate data or predictors of good or poor prognosis or even adequate and/or proven studies are available 23 . Nevertheless, it is known that very restrictive operations and poorly absorptive procedures, such as gastrojejunal bypass and Roux-en-Y gastric bypass, in general do not show good results in compulsive patients. This is because they do not follow the limitations with regard to the amount of food ingested, which can result in postoperative complications, as well as become an important factor for the regained weight. This will ultimately lead the patient to undergo a new operation/depression and/or death 8 . Diaz et al. 7 after surveying 45 obese persons who underwent bariatric surgery, observed that, those with binge eating tendencies, suffered from more complications with a lower improvement resolution rate in hypertension.
In the study by Hsu et al. 12 conducted on 37 adults awaiting gastric bypass surgery, TCAP prevalence was observed in 25%, 11% of which were severe and 14% moderate. Zanella 26 , already involved in a study of 50 morbidly obese patients, found that 36% had TCAP. Brimann et al. 3 in their study on 73 patients reported 35.6% with severe obesity and 13.7% with moderate; the study also showed that the greater the obesity, the lesser the quality of life 3 . In the present study, the prevalence of BED was observed in 44.2% of the study population; this is a high result when compared with the literature. In the case of a severely obese population predominantly the result was expected, because these were individuals with limited control of caloric intake.
Correlating obesity, binge eating disorder and quality of life, Petribú et al. 20 conducted a study utilizing 67 patients in the preoperative state. They detected a prevalence of 56% of patients with BED having the worst quality of life scores and showing significant differences in all the domains. These results reveal that obesity interferes with the individual's quality of life in various aspects including the physical, emotional, psychological and social.
Although this study did not present any association between BED and the quality of life, it was observed that patients with BED had lower scores in all domains on the SF-36 questionnaire. From these results it can be understood that obesity presents a trend in a reduced quality of life of these individuals when compared with the non-compulsive individuals; however, the difference was not statistically significant, probably due the limitations imposed by sample size.
